MAIN RESULTS
9 RCTs (14 594 patients, mean age range 49-67 y) with mean follow up 6-24 months were included. Interventions included carvedilol (3 RCTs), metoprolol (3 RCTs), bisoprolol (2 RCTs), and bucindolol (1 RCT). Compared with placebo, b blockers reduced the risks of all cause mortality, HF hospital admission, worsening HF, and all cause withdrawal of treatment but increased the risks of dizziness and bradycardia; groups did not differ for hypotension or fatigue (table) .
CONCLUSION
In patients with heart failure (HF) with systolic dysfunction, b blockers reduce the risks of all cause mortality, HF hospital admission, worsening HF, and all cause withdrawal of treatment, but are associated with increased risks of dizziness and bradycardia. b blocker therapy v placebo for heart failure (HF) with systolic dysfunction at mean 6-24 months* 
Commentary
T he review by Ko et al of placebo controlled trials of b blockers for HF discusses the overall benefits of these agents, which are substantial, in the context of adverse effects, which are minimal and do not seem to affect therapy withdrawal (except to actually prevent therapy withdrawal). The only criticism of this review is that no quality rating was used for the individual studies. The most relevant quality component would be the use of a systematic method for assessing side effects within each study and whether this affected the differential discovery of adverse events. Without a systematic method, one could imagine potential bias against finding adverse events or side effects, making it possible to underestimate the incidence of side effects. Nevertheless, the fact that patients were less likely to withdraw from other lifesaving therapies when they were receiving a b blocker shows that this may not be a substantial issue.
Other side effects that might have been attributable to b blockers not reported in this synthesis include depression and sexual dysfunction. In a previous meta analysis by these authors, no increased risk of depressive symptoms was associated with b blockers, and only a small increased risk of sexual dysfunction or fatigue was seen.
1 Thus, it seems quite clear that, in patients with HF with systolic dysfunction, one should not be deterred by the relatively minor side effect profiles of b blockers (even in patients with chronic obstructive pulmonary disease and diabetes), especially given the survival benefit associated with these agents.
Some lingering questions remain, however. Because the upper age limit was 67 years, how generalisable are these results to older patients who have the largest illness burden from HF and who take more medications with which b blockers could interact? Are there differential effects of different types of b blockers? Are all b blockers equally effective?
Patrick G O'Malley, MD, MPH Walter Reed Army Medical Center and Uniformed Services University Washington, DC, USA
